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Mainstream research and the popular media often equate female-headship with household vulner-
ability, crisis, and disorganization. Epidemic levels of HIV/AIDS in some parts of sub-Saharan Africa
compound this portrait of hopelessness. In South Africa, the impact of HIV/AIDS on households depends
on race, class, and place. As female-headed households increase in number, we need to better
understand how female-heads in poor rural areas contend with AIDS related challenges. We analyze
qualitative interviews with 16 female heads and the members of their households in a rural community
to examine the response to AIDS-related illness, death, or caring for orphaned children. Our analysis
examines female-heads’ ﬁnancial and social resources and how these resources buffer against hardship
in households affected by AIDS. We ﬁnd considerable heterogeneity among rural female-headed
households and their access to resources to combat AIDS-related hardship. Our ﬁndings have important
policy implications both in terms of identifying individual and household vulnerabilities as well as
leveraging the potential for resilience for female-heads in rural South African communities.
& 2011 Elsevier Ltd. Open access under CC BY license. 1. Introduction
In developing countries, there has been a steady increase in
the number of female-headed households (Bongaarts, 2001). Even
though reasons for this trend are geographically and historically
determined, much of the concern surrounding female-headed
households assumes a link between growing numbers and the
feminization of poverty. This discourse suggests that female-
headed households are the ‘‘poorest of the poor’’ and in need
for various forms of intervention (Chant, 2003; Momsen, 2002).
Female-headed households are often reported as being more
dependent heavy, and having low socio-economic status (Chant,
2007; Posel, 2001). Most literature on female-headship in Africa
focuses on children’s wellbeing and households’ economic well-
being (e.g. Buvinic, 1997; Desai, 1992; Onyango et al., 1994).
However, these studies fail to reveal the heterogeneity of female-
headed households. In fact, most poverty analyses do nottional Therapy and Women’s
Hall, Columbia, MO 65203,
. Schatz),
lorado.edu (J. Williams).
Y license. disaggregate groups of women; rather, they assume that all
female-headed households are vulnerable and poor.
Feminist scholars, on the other hand, have deconstructed female-
headed households bringing attention to variation and complexity
(Chant, 1997, 2003; Datta and McIlwaine, 2000; Fuwa, 2000; Varley,
1996). Three important critiques of this literature remain, however.
The ﬁrst is the tendency to treat households as uniﬁed entities
without recognition of intra-household tensions or power dynamics
(Clark, 1984; Folbre, 1986). The second is the treatment of house-
holds as bounded units to the exclusion of investigating the
extended family and inter-household connections in which house-
holds are embedded (Guyer, 1981). The third is the need to situate
female-headed households in appropriate historical and geographic
contexts (Goebel et al., 2010). These shortcomings mask variation in
vulnerability and risk within and across contexts, which may, in
turn, affect our understanding of the relationship between poverty,
vulnerability, and female headship.
In South Africa women head nearly half of all households
(Department of Health, Medical Research Council, OrCMacro,
2007). The primary reasons for female-headship have traditionally
included male labor migration and non-marriage (Posel, 2001).
Although female headship in this context is connected to ‘‘historical
patterns of patriarchy and apartheid’’ that are unique to South
Africa, female-headship increasingly is connected to ‘‘contemporary
E. Schatz et al. / Health & Place 17 (2011) 598–605 599macro-economic conditions’’ (Goebel et al., 2010, p. 578) and
premature death brought on by HIV/AIDS (Gilbert et al., 2010).
South Africa’s adult HIV-prevalence is 10.9% (Shisana et al., 2009),
which is comparable to the rates in other southern African countries.
By focusing on female-headed households in a rural South African
community at a time of increase in AIDS-mortality, we can show the
heterogeneity of female headed households and how social envir-
onments and networks support or undermine the coping capacity of
those impacted by the disease.
Using qualitative interviews with female-heads and household
members in Agincourt, South Africa, we examine how inter- and
intra-household relationships affect the management of AIDS-
related disruptions brought on by the experience of recent AIDS-
related death, the care of children orphaned by AIDS, or the care
of a person living with AIDS. Our analysis gives primacy to the
lived experience of female heads, highlights the dynamic nature
of managing hardships related to HIV/AIDS, and provides insights
for policy development.1 Historically, age-eligibility for the South African pension began at age 60 for
women and 65 for men; beginning in 2008 the age for men was decreased to 63,
and then in 2010 to 60 to match women’s age-eligibility. Child grant eligibility
also has expanded—from eligibility to those under age 8 in 2000 to under age 15
in 2010.2. Race, space, HIV/AIDS, and female-headship in rural South
Africa
Apartheid comprised of a range of policies and practices that
created gendered, racial, and spatial segregation in South Africa.
Apartheid policies included forcible relocation of African popula-
tions into rural areas (called homelands) and severe restrictions
on mobility (Coovadia et al., 2009). While African men were
recruited to work in urban areas, their families were not allowed
to join them, creating large streams of male temporary labor
migration from rural homelands to urban townships, which left
African women as heads of rural households (Collinson, 2009;
Posel et al., 2006). Under apartheid both urban townships and
rural homelands were left underdeveloped, reinforcing a racia-
lized spatial economy whereby the rural Black population pro-
vided the needed labor to support an urban, predominantly White
population (Coovadia et al., 2009). This circulation of labor has
blurred the line between rural and urban experiences in South
Africa (Collinson, 2009; Coovadia et al., 2009).
Even though apartheid was dismantled in 1990, the lack of
rural development during apartheid continues to affect former
homelands through endemic poverty, underdeveloped employ-
ment opportunities, and poor access to health and welfare
services (Coovadia et al., 2009), resulting in continued streams
of circular migration (Allison and Harpham, 2002; Campbell et al.,
2008; Feldacker et al., 2010). Fig. 1 shows the geographic separa-
tion between the former homelands and the major urban centers.
The rural research site for this study (Agincourt) is situated in the
former homeland of Gazankulu, approximately 500 km northeast
of Johannesburg.
According to Hunter et al. (2007), the settlement pattern of the
former Gazankulu area is typical of northeastern South Africa
with ‘‘distinct villages surrounded by ﬁelds used for grazing and
harvesting of natural resources’’ such as fuelwood and wild foods
(p. 167). The region is semi-arid (annual rainfall 550–700 mm)
but heavily populated (170 persons per sq. km), making water
shortage a serious problem (Hunter et al., 2007). Household
garden plots supplement food supply but are too small to support
subsistence farming and household food shortages are common
(Hunter et al., 2007; Leroy et al., 2001).
The history and geography of rural northeast South Africa, then,
interact to create substantial household social and economic inse-
curity. Additionally, the racialized spatial economy has also proved
an important factor in the spread of HIV and the availability of
treatment for AIDS, further destabilizing rural households in the
former homelands. AIDS has struck southern Africa harder thanother parts of sub-Saharan Africa (see http://www.aidsinafrica.net/
map.php), and within South Africa, HIV-prevalence varies greatly by
province due in part to labor migration (Gilbert and Walker, 2009).
A growing literature details how HIV/AIDS affects families and
households (Dayton and Ainsworth, 2004; Feldacker et al., 2010;
Hosegood et al., 2007; Schatz and Ogunmefun, 2007; Williams
and Tumwekwase, 2001). Most studies suggest that AIDS drasti-
cally alters household organization and challenges households’
capacity to cope with the disease. These drastic effects are partly
due to the considerable economic and emotional shocks to
households and broader social networks brought on by AIDS.
African households function as the primary locus of care for the
sick and for the children orphaned by AIDS. There is little doubt
that these households face enormous strain from costs related to
illness, funerals, and care for orphaned children (Campbell et al.,
2008; Ford and Hosegood, 2005; Madhavan et al., in press;
Steinberg et al., 2002). Although some research has examined
the burdens AIDS places on women in general (Greig and Koopman,
2003; Gupta and Weiss, 1993; Schatz and Ogunmefun, 2007), few
studies have investigated how the disease may impact rural house-
holds headed by women (FAO (Food and Agriculture Organization
of the United Nations), 2003; Goebel et al., 2010).
When a male head dies of an AIDS-related illness, his wife or
mother may become the head. Women—mothers, grandmothers,
wives, daughters, and aunts—are the most likely to become the
primary caregivers for the sick and for orphaned children,
whether within their own homes or beyond (Dayton and
Ainsworth, 2004; Steinberg et al., 2002). In this role, women
heads are likely to take on much of the ﬁnancial, emotional, and
physical responsibilities of caregiving and sustaining households
after an AIDS-death occurs within their own household or in
households of their kin. Indeed, few differences exist between
households with and without a recent AIDS-related death
(Madhavan et al., 2009; Schatz, 2007). This may be due to
knock-on effects, in which households dealing with AIDS inﬂu-
ence other households by requesting assistance and care, includ-
ing the care of orphaned children after a death, underscoring the
need to examine social connections and inter-household
connectivity.
A unique feature of South Africa is its strong social grant
system. This governmental program provides a non-contributory
means-tested pension to all women and men over the age of 60,
and it provides smaller but still meaningful grants for children in
poor households.1 Other social grants—including those for foster-
age, orphans, and disability—require additional documentation
and thus are less accessible (Booysen and van der Berg, 2005). For
rural households with insecure and irregular remittances from
working adults, these grants can act as the mainstay, providing
food and necessities that sustain the household (Schatz and
Ogunmefun, 2007). In the case of older women’s pensions, the
money can improve the wellbeing of children, particularly girl
children living in the household (Case and Menendez, 2007). In
rural communities, social grants provide important stable sources
of income that open up relational opportunities for credit, respect,
and reciprocal dependence.
Most censuses and surveys in Africa use the notion of the
‘‘common cooking pot’’ to delineate shared household member-
ship (van de Walle, 2006). While having practical advantages,
anthropologists have been highly critical of the way in which the
concept has been used in Africa and elsewhere because it does not
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Fig. 1. Agincourt Unit Research Site in pre-1994 South Africa.
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hold boundaries (Guyer, 1981; Hammel and Laslett, 1974). We
believe that by expanding the focus of research on female-headed
households to include inter-household social connections we will
be better situated to identify economic, emotional and physical
resources that can mediate hardship. Our analysis gives weight to
an emic understanding of the role of ﬁnancial resources and social
connections—including the quality of relationships within and
beyond the household—in managing hardship. We explore three
main questions: (1) what types of ﬁnancial resources are most
important for stability and maintenance of households under
strain? (2) How does a household’s place in the larger social
environment alleviate or exacerbate hardship in female-headed
households? (3) How do ﬁnancial and social resources buffer
female-headed rural households against future hardship?3. Study context
Our study is situated in the Agincourt sub-district in South
Africa’s rural northeast2; formerly part of the Gazankulu home-
land, Agincourt is now part of Mpumalanga Province. The Agin-
court Unit began conducting an annual household census (births,
deaths, and in/out migrations) in the study area in 1992. Most
deaths in this area do not occur in hospitals; therefore verbal
autopsies are conducted with the next of kin to assess likely cause
of death (Kahn et al., 2000). The 2008 census enumerated
approximately 84,000 people living in 14,700 households in 25
villages.
In 2007, Mpumalanga had the second highest provincial
antenatal HIV-prevalence rate at 32% (http://www.avert.org/safri
castats.htm) in the country. In Agincourt, AIDS deaths increased2 The South African Medical Research Council/University of Witwatersrand
Rural Public Health and Health Transitions Research Unit (Agincourt) maintains
the study site.rapidly starting in the 1990s. In 1992, just 1% of all adult deaths
were attributable to AIDS but by 2003, that ﬁgure had risen to
22% (Madhavan and Schatz, 2007). While in the past women in
Agincourt were likely to become heads mainly when their
spouses migrated, they are increasingly likely to become heads
when spouses or adult children die from AIDS-related causes
(Kahn, 2006). As in much of rural South Africa, multi-generational
households housing women, their children, and grandchildren are
common (Møller, 1998). High rates of unemployment coupled
with low levels of subsistence agriculture have resulted in a
community largely reliant on migrants’ remittances and govern-
ment sponsored social grants—both of which might be inter-
rupted by an AIDS-related death (Case and Menendez, 2007;
Collinson, 2009; Schatz and Ogunmefun, 2007; Twine et al.,
2007). Pensions play a particularly important role in this analysis
as they offer older female-heads a safety-net not yet available to
their younger counterparts. In this sense, the area shares several
similarities with rural areas in South Africa, in particular, the
effects of labor migration, dependence on social grants, and the
rise in female-headed and multi-generational households.3.1. Study description
The Gender and Generation Study, conducted in 2007, used
Agincourt census data to generate a stratiﬁed random sample of
30 households, in which we conducted semi-structured inter-
views. A household, in the Agincourt census, is deﬁned as a group
of people sharing a common pot of food or resources. However,
because of labor migration, it is possible to be counted as a
household member even if the person does not physically reside
in the house (Collinson, 2009). From each household, we selected
two respondents over the age of 17, varying by age and sex,
resulting in 58 interviews with individuals between the ages of 17
and 87. The stratiﬁed sample included one-third of households
with an AIDS-related adult death (as determined by verbal
Table 1
Female-headed households by the age of head.
Age of head All female-headed
households (FHH)
Female-headed
households in AIDS-
death strata
All AIDS-affected
female-headed
households
o60 11 5 7
60+ 10 1 9
Total 21 6 16
Table 2
Characteristics of AIDS-affected households by the age of female-head.
Households headed by
women o60
Households headed by
women 60+
Mean age of head 46.9 (34–59) 72.8 (63–87)
Mean household size 8 (3–13) 4.8 (1–11)
Mean number children
in household
4.1 (2–5) 1.9 (0–4)
Total number of
households
7 9
E. Schatz et al. / Health & Place 17 (2011) 598–605 601autopsies) in the prior 3 years, one-third with another type of
adult death, and one-third with no adult deaths.3 Just over two-
thirds (21/30) of the sampled households were female-headed,
compared to the approximately 40% of female-headed households
in the site at large. The oversample of households with an adult
death likely contributed to a higher percentage of female-headed
households, since wives usually take over headship upon the
death of a spouse in this community.
The study focused on gendered and generational roles, respon-
sibilities, and relationships. The semi-structured interviews with
all respondents prompted discussions on the same topics: divi-
sion of labor, patterns of decision-making, intra-household ten-
sions and cooperation, generational contributions to local
knowledge, and caregiving strategies for the sick and surviving
household members, especially orphans. Study staff conducted
and recorded the interviews in the local language, Shangaan, and
translated and transcribed them into English.
Our analysis uses the constant comparative method (Glaser,
1965). We read the pair of transcripts from each household
against each other; we identiﬁed issues and contradictions raised
by both respondents and compiled paired summaries. We then
read the summaries across households for similarities and differ-
ences in the management of hardship, and the ways in which
female heads’ social environments mediated or exacerbated
hardship. We follow the Agincourt deﬁnition of ‘‘household’’ in
order to extend the ﬁndings to the larger population, but we also
highlight resource exchange extending beyond households to
broader social networks.3.2. Sample characteristics
Our analysis includes households from the AIDS-death stra-
tum, as well as households currently or recently providing care to
someone sick with AIDS-related illnesses (within or outside of the
respondents’ household), households affected by the AIDS-death
of kin outside the household, and/or households providing care
for fostered or orphaned children whose mother and/or father
likely have/had AIDS.4 By expanding the deﬁnition of ‘‘AIDS-
affected’’ to include households beyond those with an AIDS-
related death, we aim to capture knock-on effects of AIDS (e.g.
illness, caregiving for fostered and orphaned children from other
households, etc.). Sixteen out of the 21 female-headed households
were AIDS-affected—6 that had experienced a death from AIDS
and 10 affected in other ways. Table 1 provides the age distribu-
tion of all female-headed households and those in the AIDS-death
strata; the boldface column represents all female-headed AIDS-
affected households included in the analysis.
Most female-heads under the age of 60 (8 of 11, data not
shown) became the head upon the death of a husband, who had
been the head. Although the majority of older female-heads were
widows, as would be expected (6 of 10, data not shown), only
three of these heads had recently experienced the death of her
husband. More often, deaths in the households of older female-
heads were of their son or daughter. These differences stem partly
from the age structure of AIDS mortality, in which deaths occur
primarily between the ages of 25 and 59. This results in younger
female-heads being more likely to have been widowed recently3 Of the original 30 randomly selected households, 22 were successfully
included in the study. The 8 non-responses included two refusals, one with a
recent death, and ﬁve households with no one at home. A household in the same
stratum was selected as replacement so that the total households remained at 30.
4 Even with substantial data on households from a variety of
sources—household rosters, verbal autopsies, and interviews with two household
members—it was still challenging to state deﬁnitively which households were
‘‘AIDS-affected.’’due to AIDS, and in their overrepresentation in the AIDS-death
stratum. The fact that households with older female-heads were
more likely to be affected by AIDS in other ways brings genera-
tional differences to light. Older women are more likely to deal
with the illness and death of adult children; younger women are
more likely to be affected by the death of spouses.
Older women are affected when their children, who might live
outside their household and have young children, become
infected with, need care for, or die from an AIDS-related illness;
thus, older heads become the locus of care. These ill individuals
might be the siblings of the younger heads with whom we spoke.
It appears, however, that young heads are less likely than older
heads to care for the sick person or for the children of others, and
less likely to then take in orphans or contribute their care. Old-age
pensions, and to a lesser degree, other social grants, probably play
a role here. The stability of income in an older person’s house
might make it an attractive place to send children.
Table 2 shows household characteristics by the age of house-
hold head. Households headed by younger women are on average
much larger, and are likely to have nearly twice as many children.
Household structure and composition undoubtedly inﬂuence the
management of hardship, as shown in the analysis of the
interview data.4. Female-headed households and their responses to HIV/AIDS
Our analysis examines ﬁnancial, emotional, and physical well-
being of the heads and their households in the Agincourt com-
munity. Financial security of individuals and households usually
is associated with more options to handle stressors. Analyses of
ﬁnancial wellbeing focus on internal and external sources of
household income, the head’s management of household
resources, the head’s perception of her power and control in
difﬁcult circumstances, and her perceived ability to rely on and
call on outside sources of support when needed. We use heads’
social environment within and beyond households as a lens to
examine emotional wellbeing and resources—monetary, physical,
and emotional. We emphasize interview discussions related to
respect and trustworthiness to highlight how heads interact with
and are regarded by their children and grandchildren (their own
reports and the reports of the other family member), as well as
neighbors and extended family. Our understandings of emotional
and physical wellbeing are shaped by the head’s health, her
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access resources in her community.
We identify three points on a continuum of coping—strained/
overburdened, essential lifelines/limited stability, and resource-
ful/stable. These points, assigned based on interview responses,
highlight variations in household wellbeing and responses to
hardship in this particular rural community. The weakest house-
holds include estranged heads, particularly young widows, who
are disconnected from social ties and disaffected with their
situation. The middle group manages precariously with a limited
amount of emotional, physical, and ﬁnancial support, usually due
to one or two external lifelines. In the strongest group, house-
holds have a stalwart central ﬁgure, as well as strong intra- and
inter-household ties. Each continuum point highlights the role of
ﬁnancial and social resources in how female-headed households
manage stressors at a given moment. The passage of time and
change in access to resources in the household’s social environ-
ment or in the community at large could shift a household’s place
on the continuum.
4.1. Strained relationships and overburdened
We characterized ﬁve heads and households in our sample as
estranged and disconnected. They handled substantial burdens
without much support. They had fragile social environments with
strained relationships within and beyond the household, precar-
ious ﬁnances, and experienced loneliness and despondency.
Young widows, whose husbands recently died of AIDS, headed
three of these households and were likely HIV-positive them-
selves. These widows had strained relationships with the
deceased husband’s family regarding funeral decisions, proper
mourning, and blame for the death. Unstable ﬁnancial situations
coupled with emotional and physical stress compounded the
challenges that death brought to the household as shown in the
case of Midah.
Midah,5 a 44-year-old AIDS widow, had recently learned of her
HIV-positive status and begun treatment. Midah lived with four of
her own children (ages 14–23), two orphaned by her husband’s
sister (ages 12 and 14), and a three year-old grandson. She also
continued to assist three orphans who had recently moved out.
She reported that even before her husband’s death, she had
trouble accessing his income for household needs. She long
suspected he spent his money on girlfriends. Midah left her
husband several times but returned to care for him before he
died. After his death, her physical and emotional health deterio-
rated. She expressed helplessness rather than empowerment in
decision-making situations. Midah struggled to secure the respect
and discipline of her children and the orphaned nieces and
nephews who moved out, something expected by elders in this
community. Her pregnant daughter had recently moved in with a
boyfriend. Clearly disappointed, Midah told us ‘‘I try to show her
how life is, but she doesn’t want to listen to me.’’ Her children
helped with chores (fetching ﬁrewood, cleaning, collecting water
from a tap in the yard, etc.), but did so reluctantly. Midah felt ill
equipped to handle one son who was misbehaving and doing
poorly in school. Her husband’s illness and funeral had over-
whelmed the household ﬁnancially. Her husband’s employer paid
for the cofﬁn, but she reported no other assistance. Her husband’s
kin did not even visit during his sickness and funeral. Midah had a
small sewing business, but she often extended credit to customers
who then did not pay. According to her son, ‘‘The money she gets
doesn’t satisfy our needs. If she buys food for the house, the
remaining money doesn’t buy clothes for us.’’ Midah’s brother5 All names are pseudonyms.occasionally bought shoes for the children, and child grants
helped the household, but she had little other support. In short,
Midah’s need for all types of assistance—ﬁnancial, emotional, and
social—largely was unmet.
Eunice, a 37 year-old widow, similarly was alienated from her
three children and husband’s kin. Ofﬁcially, Eunice was the
household decision-maker, but in practice her 20-year-old daugh-
ter Andiswa assumed responsibility; Andiswa expressed doubts
about Eunice’s competence. The household struggled ﬁnancially;
Eunice said, ‘‘The money we receive from the child grant is not
enough to buy food, which will take us for the whole month. In
the past the situation was better because my husband bought
clothes and food properly.’’ Despite seeming responsible beyond
her years, Andiswa expressed fears, ‘‘My father died at a young
age and I am panicked for my mother, that she doesn’t have a
husband. And, I am panicked for my siblings and me. We have
only one parent.’’ Andiswa’s one remaining parent had low self-
esteem, little social support, and may soon be ill, needing even
more care and attention from Andiswa.
Older women widowed long ago, who were caring for
orphaned grandchildren at the time of the interviews, headed
the remaining two households at this low point on the conti-
nuum. Both women were deeply concerned about their ability to
carry out newly inherited responsibilities, and about the tone of
relationships with their kin. For example, Mercy, age 75, lived
with and used her pension to support her son and 20-year-old
grandson. The main themes of her interview were unhappiness, ill
health, and lack of respect. She worried aloud about her son’s
promiscuousness, and her grandson, Nhlamulo’s failing out of
school. Mercy and Nhlamulo both reported their household was
poor compared to neighbors and the past. Mercy reported poor
health and substantial medical expenses. She was dependent on a
daughter, who lived elsewhere, for assistance with transport to
obtain medical care, but complained about the lack of reliable
help in old age. She expressed feeling disconnected from her son
and others who ‘‘don’t listen to me.’’ Her son, whose wife left him,
had girlfriends coming to the house. Although employed, he was
not contributing to the household, exacerbating Mercy’s sense of
disappointment and abandonment.
Despite the many similarities, these households are not
monolithic. For example, relationship strain for younger heads
often revolved around young children and the deceased hus-
band’s family; for older women, such strain usually came from
grown children and grandchildren who showed disrespect or do
not contribute sufﬁciently to the household. However, these
households were the most desolate on the continuum because
of their overall poor ﬁnancial, emotional, and physical state, as
well as fragile social environments with few or no social connec-
tions on which to call in times of need. These female-heads,
particularly the older women, saw little hope of change in the
future. The younger widows contended that in time they might
develop new relationships or ﬁnd employment to improve their
circumstances; however, the likelihood that many of the young
widows were already HIV-positive might close even these doors.4.2. Essential lifelines and limited stability
A number of households managed with limited stability. These
heads maintained respect and connectedness, but required exter-
nal assistance. These households generally had sufﬁcient means to
feed their families, but most had some social, respect, health, or
assistance challenges, issues not uncommon in this rural commu-
nity. In most cases, just one or two lifelines kept the household
from failing ﬁnancially or emotionally. Additionally, in several
cases the deceased’s income had helped cover his or her medical
E. Schatz et al. / Health & Place 17 (2011) 598–605 603expenses or the deceased’s burial society covered funeral expenses,
thus buffering the impact of AIDS.
One such case is that of Esseny, age 53. Esseny’s large household
had 13 members and many social connections. Already a great-
grandmother, Esseny’s son in Johannesburg sent regular substantial
remittances. Esseny shared household decision-making power with
this son, but made day-to-day decisions in his absence. She worked
several odd jobs, including stocking items at a nearby shop with one
of her daughters. Of her large household, she said, ‘‘I am themother of
all those children, and I am also the grandmother to others. My
responsibility is to look after them as a parent. I’m working for them
to get food. I’m sewing clothes to sell, and I’m also selling fruit.’’ Four
child grants supplemented the household income. Esseny reported
that she took out a loan to start her sewing business and accessed
credit at stores when she lacked money to buy necessities. She
appeared to have good family and neighborly support, and drew on
these in times of need. Rather than being discouraged by her large
number of dependents, Esseny saw children and grandchildren as
current and future support. ‘‘No, the household is not doing well
ﬁnancially,’’ she said. ‘‘Everyone wants money in this household, and
everyone is using their own. My neighbors are my brothers. When I
look at my situation, I can’t compare with them, because I have
children and grandchildren. Some of the families do not have
children. That means that I’ve got more support, they do [not]
progress because they don’t have much support.’’ Although the
household struggled ﬁnancially, each member contributed labor
and assistance to the household. Thus, Esseny viewed her broader
social environment as beneﬁtting her and her household as a whole.
Her granddaughter mentioned, though Esseny did not, that in 2001
Esseny cared for an adult daughter with tuberculosis, possibly an
early symptom of AIDS, suggesting that ﬁnancial and emotional
difﬁculties may loom in the future.
The case of Octah’s small household provides an interesting
comparison. Octah was 65, and lived with just two fostered children;
her sister was sick, so could not care for them. Octah helped the
children and they reciprocated. AIDS affected her house through these
fostered children, and a daughter-in-law who died after moving out.
Her son and his family, and several other kin moved out over the past
year, some still lived nearby. Octah seemed respected, but depressed,
lonely and disconnected after her family moved out. She mentioned
two recent positive events: ‘‘I am happy because I am staying with
the children of my sister and they are helping me to fetch water.’’
And, ‘‘My grandson bought bricks and gave them to me and said that
he would build a house if he gets more money.’’ This clear connection
between social environment, proximity to kin, and physical place is
an important one in this community. Perhaps her ‘‘small family’’
made household ﬁnances more manageable. She received a pension,
remittances from a son, and help from a grandson, but other children
no longer contributed because they were unemployed or had their
own households. She had enough extra money this year to buy a cell
phone, and generally seemed to make ends meet. However, she
reported not doing well compared to neighbors, largely because she
felt less connected to kin.
Some female-heads in the middle of the continuum had good
support from family and neighbors, as well as pensions and/or a large
number of child grants or remittances. Other households struggled
ﬁnancially, but had strong social environments stabilized through
family relationships and outside support. Even so, these households
did not see themselves as secure but rather as teetering on the edge.4.3. Resourceful and stable
A few heads and their households seemed to manage fairly
well despite the hardships their households faced. They had some
complaints and problems, but used resources and coped withcrises in ways that separated them from the rest. These house-
holds were more likely to be headed by older women, but their
similarities were otherwise difﬁcult to classify. Each household
appeared to have a strong woman who took care of the family,
though not necessarily the head. One household exempliﬁes the
complex nature of this theme; this household was managing well,
but the head herself was essentially a ﬁgurehead.
Dumazile, aged 69, lived with seven people, including two
orphaned grandchildren from a daughter who died in 2000.
Judith, Dumazile’s 35-year-old daughter, revealed that one of
Dumazile’s sons, who was living in the household, was HIV-
positive. Judith, a teacher, assisted with her brother’s medical
needs, and helped keep his status secret from Dumazile, possibly
to protect her. Judith eloquently explained how AIDS was affect-
ing her and their household, ‘‘It affected my life because I am
always worried that I don’t know how must I live with an HIV-
person. I don’t know how I can tell my children about this. And if I
tell them, how will they react toward my brother because they
are responsible for washing and cooking for him.’’ About ﬁnancial
burdens, she said, ‘‘I spend a lot of money paying doctors for [my
brother] in order to get better treatment. I even consulted without
money. When I receive money I then pay the doctor. We made an
arrangement that I must come with him even if I don’t have the
money, and I will pay him back. The problem was with the
transport. I have to pay when I go to the doctor because he was
unable to walk. Every time I have to pay R150.00 for transport.’’
Access to health services remains a major obstacle to health care
in this rural community. And regarding the emotional costs, she
reported, ‘‘The difﬁcult part was when giving him a bath because
he is a man. My mother used to roll him with clothes on his
chest, then wash his back and legs and leave him to ﬁnish where
she had rolled him. If he was a lady, it would be easy to wash
him.’’
Although Dumazile was the ofﬁcial head of the household, her
daughter was the primary decision-maker. The household
depended on Judith’s salary, plus four child grants and Dumazile’s
private pension from her work as a cleaner at a public health
clinic. The household was not wealthy, but Judith claimed that
they were doing better than in the past and better than neighbors
because of multiple income sources and always having food. Still,
the son’s illness was producing high medical expenses, and
Dumazile needed care for high blood pressure and arthritis
resulting in visits to various local and more distant doctors,
clinics, hospitals, and pharmacies. Despite the costs, this house-
hold prioritized seeking health care. To reduce costs, they
requested help with transport and expenses from Judith’s collea-
gues and their neighbors when necessary. Although this house-
hold appeared to manage well through hardships, the future is
uncertain. Rising medical costs for Dumazile’s son and related
burdens likely will increase ﬁnancial and emotional adversity.
These changes could shift this household downward on the
continuum. If Judith was to lose her job or leave the household,
the situation could shift even further toward despair.
Dumazile relied heavily on her daughter’s support, but in
another household, the emotional rock of the family was the
older female-head, Thandi, age 66. Thandi lived with three of her
sons, three grandchildren, and four great-grandchildren. Her
granddaughter Pretty held her in great esteem, ‘‘[After my mother
died] I felt alone in a strange place. I felt that heaven was over me,
I thank God because my grandmother always stayed with me, [so
I could] share my ideas with her. Everything I do, I tell her. I can’t
do anything without her. She is my friend. She is all to us.’’ This
attitude is a reﬂection of Thandi’s respected place in her social
environment and offers a partial explanation of why some house-
holds fare better than others against the challenges of AIDS in
their households.
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Our interviews reveal substantial heterogeneity in the coping
abilities of female heads and their households in terms of access to
ﬁnancial, emotional, and physical support. Social and geographic
isolation created by apartheid have made inter-household social
connections particularly important to household survival in rural
South Africa. Struggling households have weak social connections
and more difﬁculty coping with AIDS-related disruptions. Female-
heads’ ﬁnancial and social wellbeing is particularly important,
regardless of age. Interpersonal relationships, social support, social
grants, and formal labor opportunities bolster female-heads’ well-
being, which in turn mediates the impact of AIDS-related stressors
on their households. Those that are disconnected or lack support
from important relatives, such as in-laws or children, are chal-
lenged more by AIDS-related disruptions. Such households, lack-
ing familial support, rely heavily on government sponsored social
support such as child grants and pensions, something not available
in most AIDS endemic areas. Although social grants provide
important income for many female-headed households, they are
often insufﬁcient to cover even the basic needs, especially for
younger heads who cannot access pensions. For younger heads,
employment is crucial for household wellbeing, yet is limited in
this rural area.
Clear differences exist in the ways AIDS illness and death
impact households headed by younger and older heads. Differ-
ences often relate to the head’s relationship to the deceased
(spouse or child), and the place and timing of the illness and
death (inside/outside the household and very recent/more distant
past). Among households with older female-heads, only one
seemed particularly estranged or disaffected, whereas the major-
ity stayed aﬂoat; a few seemed to manage relatively well
compared to all the other households/heads in the sample. Our
interviews with younger heads and other household members
suggest that deaths of husbands not only reduced the number of
income-earners, but also created tension with in-laws. Lack of
support from a husband’s family fractured a young female-heads’
social environment, further diminishing her ability to absorb the
ﬁnancial shock of an AIDS-related death. Being younger, these
women may not have had the time to build up the social
connections beyond husbands’ kin, which may be key to absorb-
ing AIDS-related shocks.
Keeping the unique features of the rural environment in mind,
policy makers should attend to these generational differences. In
our sample, a greater proportion of younger household heads
struggled to cope with a recent AIDS-related death, particularly
of a spouse, which appears to be a greater burden than other types
of AIDS-related impacts. These younger widows appear to have
fewer resources for coping with current and future AIDS-related
disruptions. Hence, they are more vulnerable and in need of
additional assistance. Although many of these households receive
social support through child grants, younger heads often struggle
to ﬁnd money for basic household needs. Many undertook informal
work to supplement household income, but most seemed over-
whelmed by household demands. Such households would beneﬁt
from additional grants to younger widows, namely programs that
help replace social networks lost to stigma, and employment
opportunities for women. These interventions need not continue
indeﬁnitely. Time-limited programs may alleviate many immedi-
ate stresses related to an AIDS-death. Although income lost to
death is permanent, many death-related costs, such as health care
debts, funeral, and burial costs, are incurred only once.
AIDS-widows, here shown to be primarily younger female-heads,
may be HIV-positive themselves, which may lead to additional
problems for their households in the longer term. It is important
to note that antiretroviral therapy (ART) rollout in the area maymediate these impacts if individuals are tested and receive treat-
ment. Future research should focus on the likelihood of testing and
treatment after the death of a spouse, the wellbeing of children in
these households, and the long-term costs and consequences of
AIDS. Households headed by older womenmay also see a shift in the
need for resources and social connections with ART rollout in terms
of more prolonged costs related to managing illness, but possibly a
decrease in young orphaned children in the household. However
distance to health care services may continue to be an obstacle.
Greater public transportation infrastructure would beneﬁt both
young female heads seeking testing, treatment for HIV and AIDS-
related illnesses, and older female heads dealing with other chronic
age-related health problems.
A limitation of this study is the portrayal of each household at
one point in time. The data suggest ways that the proximity of a
death both in time and place, as well as the head’s age might
inﬂuence social environments and coping. However, social con-
nections, as well as coping strategies and capacity are dynamic, so
the experiences of these households and female-heads are likely to
change as events and relationships evolve. Future studies would
beneﬁt from tracking households’ social connections, coping capa-
city, and strategies over time in relation to the timing and
magnitude of disruptions, such as AIDS-related illnesses, deaths,
and caregiving for orphaned children. Tracing rural/urban social
and ﬁnancial connections is an essential extension of this. While
similar to the rest of South or Southern Africa, the rural experience
in Agincourt may not be comparable to other African rural
contexts. For example, connections made through labor migration
offer a resource for women, which may not be found in other
contexts. Therefore, similar studies should be undertaken in other
rural contexts in Africa that are facing HIV/AIDS-related challenges.
References
Allison, M., Harpham, T., 2002. Southern African perspectives on the geography of
health. Health & Place 8 (4), 223–225.
Bongaarts, J., 2001. Household size and composition in the developing world in the
1990s. Population Studies: A Journal of Demography 55 (3), 263–279.
Booysen, F., van der Berg, S., 2005. The role of social grants in mitigating socio-
economic impact of HIV/AIDS in two free state communities. South African
Journal of Economics 73 (s1), 545–563.
Buvinic, M., 1997. Women in poverty: a new global underclass. Foreign Policy 108,
38–53.
Campbell, C., et al., 2008. Supporting people with AIDS and their carers in rural
South Africa: possibilities and challenges. Health & Place 14 (3), 507–518.
Case, A., Menendez, A., 2007. Does money empower the elderly? Evidence from
the Agincourt demographic surveillance site, South Africa. Scandinavian
Journal of Public Health 35 (Suppl. 69), 156–163.
Chant, S., 2003. Female household headship and the feminisation of poverty: facts,
ﬁctions and forward strategies. Available at /http://eprints.lse.ac.uk/574/S
(accessed October 12, 2009).
Chant, S.H., 1997. Women-Headed Households: Diversity and Dynamics in the
Developing World. St. Martin’s Press, New York.
Chant, S.H., 2007. Gender, generation and poverty: exploring the ‘feminisation of
poverty’ in Africa, Asia and Latin America. Edward Elgar Publishing.
Clark, M.H., 1984. Woman-headed households and poverty: insights from Kenya.
Signs 10 (2), 338–354.
Collinson, M.A., 2009. Striving against adversity: the dynamics of migration, health
and poverty in rural South Africa. Umea˚ University Medical Dissertations,
Epidemiology and Public Health Sciences, Department of Public Health and
Clinical Medicine, Umea˚ University.
Coovadia, H., et al., 2009. The health and health system of South Africa: historical
roots of current public health challenges. The Lancet 374 (9692), 817–834.
Datta, K., McIlwaine, C., 2000. ‘Empowered leaders?’ Perspectives on women
heading households in Latin America and Southern Africa. Gender & Devel-
opment 8 (3), 40–49.
Dayton, J., Ainsworth, M., 2004. The elderly and AIDS: coping with the impact of
adult death in Tanzania. Social Science & Medicine 59 (10), 2161–2172.
Department of Health, Medical Research Council, OrCMacro, 2007. South Africa
Demographic and Health Survey 2003. Department of Health, Pretoria.
Desai, S., 1992. Children at risk: the role of family structure in Latin America and
West Africa. Population and Development Review 18 (4), 689–717.
Feldacker, C., Emch, M., Ennett, S., 2010. The who and where of HIV in rural
Malawi: exploring the effects of person and place on individual HIV status.
Health & Place 16 (5), 996–1006.
E. Schatz et al. / Health & Place 17 (2011) 598–605 605Folbre, N., 1986. Cleaning house: new perspectives on households and economic
development. Journal of Development Economics 22 (1), 5–40.
Food and Agriculture Organization of the United Nations (FAO), 2003. Mapping the
march of HIV/AIDS in rural Africa. United Nations.
Ford, K., Hosegood, V., 2005. AIDS mortality and the mobility of children in
KwaZulu Natal, South Africa. Demography 42 (4), 757–768.
Fuwa, N., 2000. The poverty and heterogeneity among female-headed households
revisited: the case of Panama. World Development 28 (8), 1515–1542.
Gilbert, L., Walker, L., 2009. They (ARVs) are my life, without them I’m nothing—-
experiences of patients attending a HIV/AIDS clinic in Johannesburg, South
Africa. Health and Place 15 (4), 1123–1129.
Gilbert, L., Selikow, T., Walker, L., 2010. Society, health and disease in a time of
HIV/AIDS. Macmillian, Johannesburg.
Glaser, B.G., 1965. The Constant Comparative Method of Qualitative Analysis.
Social Problems 12 (4), 436–445.
Goebel, A., Dodson, B., Hill, T., 2010. Urban advantage or Urban penalty? A case
study of female-headed households in a South African city. Health & Place 16
(3), 573–580.
Greig, F.E., Koopman, C., 2003. Multilevel analysis of women’s empowerment and
HIV prevention: quantitative survey results from a preliminary study in
Botswana. AIDS and Behavior 7 (2), 195–208.
Gupta, G.R., Weiss, E., 1993. Women’s lives and sex: implications for AIDS
prevention. Culture, Medicine, and Psychiatry 17, 399–412.
Guyer, J.I., 1981. Household and community in African studies. African Studies
Review 24 (2/3), 87–137.
Hammel, E.A., Laslett, P., 1974. Comparing household structure over time and
between cultures. Comparative Studies in Society and History 16 (1), 73–109.
Hosegood, V., et al., 2007. Revealing the full extent of households’ experiences
of HIV and AIDS in rural South Africa. Social Science & Medicine 65 (6),
1249–1259.
Hunter, L.M., Twine, W., Patterson, L., 2007. ‘‘Locusts are now our beef’’: adult
mortality and household dietary use of local environmental resources in rural
South Africa. Scandinavian Journal of Public Health 35 (Suppl. 69), 165–174.
Kahn, K., 2006. Dying to make a fresh start: mortality and health transition in a
new South Africa. Umea˚ University Medical Dissertations, Epidemiology and
Public Health Sciences, Department of Public Health and Clinical Medicine,
Umea˚ University.
Kahn, K., et al., 2000. Validation and application of verbal autopsies in a rural area
of South Africa. Tropical Medicine and International Health 5 (11), 824–831.
Leroy, J.L.J.P., et al., 2001. A quantitative determination of the food security status
of rural farming households in the Northern Province of South Africa.
Development Southern Africa 18 (1), 5.
Madhavan, S., et al., in press. Child mobility, maternal status and household
composition in rural South Africa. Demography.Madhavan, S., Schatz, E., 2007. Coping with change: household structural and
composition in rural South Africa, 1992–2003. Scandinavian Journal of Public
Health 35(Suppl 69), 85–93.
Madhavan, S., Schatz, E.J., Clark, B., 2009. HIV/AIDS mortality and household
dependency ratios in rural South Africa. Population Studies 63 (1), 37–51.
Momsen, J.H., 2002. Myth or math: the waxing and waning of the female-headed
household. Progress in Development Studies 2 (2), 145–151.
Møller, V., 1998. Innovations to promote an intergenerational society for South
Africa to promote the well-being of the black African elderly. Society in
Transition 29 (1–2), 1–12.
Onyango, A., Tucker, K., Eisemon, T., 1994. Household headship and child
nutrition: a case study in Western Kenya. Social Science & Medicine 39 (12),
1633–1639.
Posel, D., Fairburn, J.A., Lund, F., 2006. Labour migration and households: a
reconsideration of the effects of the social pension on labour supply in South
Africa. Economic Modelling 23 (5), 836–853.
Posel, D.R., 2001. Who are the heads of household, what do they do, and is the
concept of headship useful? An analysis of headship in South Africa. Devel-
opment Southern Africa 18 (5), 651–670.
Schatz, E., 2007. ‘Taking care of my own blood’: older women’s relationships to
their households in rural South Africa. Scandinavian Journal of Public Health
35 (Suppl. 69), 147–154.
Schatz, E., Ogunmefun, C., 2007. Caring and contributing: the role of older women
in multi-generational households in the HIV/AIDS era. World Development 35
(8), 1390–1403.
Shisana, O., et al., 2009. South African National HIV Prevalence, Incidence,
Behaviour and Communication Survey 2008: A Turning Tide Among Teen-
agers?. HSRC Press, Cape Town Available at /http://www.hsrc.ac.za/Media_R
elease-379.phtmlS.
Steinberg, M., et al., 2002. Hitting Home: How Households Cope with the Impact of
the HIV/AIDS Epidemic (a survey of households affected by HIV/AIDS in South
Africa). Henry J. Kaiser Family Foundation. Available at /http://www.kff.org/
southafrica/20021125a-index.cfmS.
Twine, R., et al., 2007. Evaluating access to a child-oriented poverty alleviation
intervention in rural South Africa. Scandinavian Journal of Public Health 35
(Suppl. 69), 118–127.
Varley, A., 1996. Women heading households: some more equal than others?
World Development 24 (3), 505–520.
van de Walle, E´., 2006. African Households: Censuses and Surveys. M.E. Sharpe.
Williams, A., Tumwekwase, G., 2001. Multiple impacts of the HIV/AIDS epidemic
on the aged in rural Uganda. Journal of Cross-Cultural Gerontology 16,
221–236.
